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Abstract
Background: Various factors affect tooth loss in older age including cigarette smoking; however,
evidence regarding the association between smoking and tooth loss during young adulthood is
limited. The present study examined the association between cigarette smoking and tooth loss
experience among adults aged 20–39 years using linked data from two national databases in Japan.
Methods: Two databases of the National Nutrition Survey (NNS) and the Survey of Dental
Diseases (SDD), which were conducted in 1999, were obtained from the Ministry of Health, Labor
and Welfare with permission for analytical use. In the NNS, participants received physical
examinations and were interviewed regarding dietary intake and health practices including cigarette
smoking, whereas in the SDD, participants were asked about their frequency of daily brushing, and
received oral examinations by certified dentists. Among 6,805 records electronically linked via
household identification code, 1314 records of individuals aged 20 to 39 years were analyzed. The
prevalence of 1+ tooth loss was compared among non-, former, and current smokers. Multiple
logistic regression models were constructed including confounders: frequency of tooth brushing,
body mass index, alcohol consumption, and intake of vitamins C and E.
Results: Smoking rates differed greatly in men (53.3%) and women (15.5%). The overall prevalence
of tooth loss was 31.4% (31.8% men and 31.1% women). Tooth loss occurred more frequently
among current smokers (40.6%) than former (23.1%) and non-smokers (27.9%). Current smoking
showed a significant association with 1+ tooth loss in men (adjusted OR = 2.21 [1.40–3.50], P =
0.0007) and women (1.70 [1.13–2.55], P = 0.0111). A significant positive exposure-related
relationship between cigarette smoking status and tooth loss was observed (P for trend < 0.0001
and 0.0004 in men and women, respectively). Current smoking was also associated with the
prevalence of decayed teeth (1.67 [1.28–2.20], P = 0.0002).
Conclusion: An association between cigarette smoking and tooth loss was evident among young
adults throughout Japan. Due to limitations of the available variables in the present databases,
further studies including caries experience and its confounders should be conducted to examine
whether smoking is a true risk of premature tooth loss in young adults.
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Background
The loss of many teeth often reduces the quality of life;
embarrassment and self-consciousness limit social inter-
action and communication [1]. Because of chewing prob-
lems and decreased masticatory function, a limitation in
food selection may occur, resulting in nutritionally poor
diets. Poor nutrition might contribute to an increased risk
of several systemic diseases such as cardiovascular diseases
[2] and hypertension [3]. Tooth loss may be a significant
problem related to general health and the quality of life.
Many studies demonstrated that cigarette smokers have
more missing teeth and experience greater rates of tooth
loss than non-smokers. Most of these studies regarding
the association between smoking and tooth loss concen-
trated on middle aged and elderly populations and,
among them, several studies observed nationally repre-
sented population [4-6] and longitudinal cohort [7]. On
the other hand, the effect of smoking in young adults
would be more apparent than that in older adults because
the effects of confounding factors, which may be age-
dependent, would be less apparent.
Smoking is a global problem. In several countries, the
association between smoking and tooth loss in young
adults has been examined [8-10]; however, the sample
population was limited to specific age groups, gender and
region. Health consequences of smoking at the national
level should be evaluated using nationally representative
samples of the country.
Data on cigarette smoking and dental status have been
accumulated in two independent national surveys in
Japan, and record linkage using a common household
number in the two surveys is possible. The aim of the
present study was to examine the association between cig-
arette smoking and tooth loss experience among adults
aged 20–39 years using linked data from the two national
databases.
Methods
Databases of the National Nutrition Survey (NNS) and
the Survey of Dental Diseases (SDD) from 1999 were
obtained from the Ministry of Health, Labor and Welfare
with permission for analytical use. The SDD, which
involved the same sample population as that of the NNS,
is conducted every six years. Data were collected from per-
sons aged 1 year or older from approximately 5000 house-
holds in 300 districts. The background and general
procedure of the surveys were described previously [11].
Smoking status was defined in the questionnaires of the
NNS as: "current smoker", an individual who currently
smokes cigarettes daily or occasionally; "former smoker",
an individual who has smoked cigarettes at some point in
their life, but who currently does not smoke; "non-
smoker", an individual who was an experimental smoker
or who has never smoked cigarettes. Current smokers
were asked about cigarette consumption in terms of the
number of cigarettes per day and duration of smoking.
In the SDD, calibrated dentists examined and recorded
the status of each tooth which was present in the oral cav-
ity regardless of the degree of eruption. Lost teeth were
defined as a permanent tooth (excluding third molars)
lost due to extraction or dropout. Though reasons for
extraction were not surveyed, teeth lost through extraction
due to orthodontic treatment (e.g., bilateral missing of
first premolars) were not included. Decayed and filled
teeth were diagnosed with a mirror and a Community Per-
iodontal Index probe in the absence of an air jet. Initial
and manifest caries lesions for all teeth were recorded.
Secondary caries was categorized into decayed teeth.
Coronal and root caries were not differentiated.
We selected several variables a priori as possible confound-
ers from the two databases in order to control for the
effect of behavioral and lifestyle factors on tooth loss. The
frequency of daily brushing was divided into two groups:
more than twice and less than twice. The body mass index
(BMI) was calculated as an indicator of obesity. BMI was
divided into two groups: <25.0 and ≥25.0. Alcohol con-
sumption was classified into three groups: current,
former, and never. Based on the Recommended Dietary
Allowances for Japanese (6th Revision), vitamin C and
vitamin E intakes were categorized into two groups: defi-
ciency and sufficiency. The reference value of vitamin C
was 100 mg/day, and those of vitamin E for males and
females were 10 mg/day and 8 mg/day, respectively.
Records in the SDD database were electronically linked to
those in the NNS database using the household identifica-
tion number as the linking variable. All links were
checked via comparison of the information on birth
month and sex between the two electronic databases. In
the event of a mismatch of these variables, such cases were
evaluated by a manual search of records among the same
household. Among records of 6903 subjects in the SDD
and of 12,763 subjects in the NNS, 6805 records were
linked successfully. Analyses were limited to 1314 sub-
jects aged 20 to 39 years without missing values.
The prevalence of 1+ tooth loss was compared among
non-, former, and current smokers on the basis of gender
and study variables. Bivariate analyses were conducted to
determine associations between selected variables as well
as smoking and the prevalence of tooth loss using the chi-
square test. The multiple logistic regression models were
constructed, stratified by sex, including frequency of daily
brushing, BMI, current smoking, vitamin C and E intakes,BMC Public Health 2007, 7:313 http://www.biomedcentral.com/1471-2458/7/313
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and alcohol consumption as confounding factors.
Adjusted odds ratios (ORs) for tooth loss for each variable
were calculated. The dose-response relationship was eval-
uated using life-time exposure as the Brinkman Index,
which was calculated by daily consumption times years of
smoking. Former smokers were excluded from this analy-
sis because data on the number of years after cessation of
smoking were not available. Trend analysis was per-
formed by entering categories of life-time exposure as a
continuous variable. SPSS for Windows (SPSS Inc., Chi-
cago) was utilized.
Since caries is the predominant reason for extraction in
the study population [12], the association between smok-
ing status and caries prevalence was further examined to
investigate the hypothesis that caries experience may
modulate subsequent tooth loss possibly due to smoking.
Results
Distribution of smokers by study variables
Table 1 shows the prevalence of current, former, and non-
smokers by study variables among adults aged 20–39
years. The overall percentage of current smokers was
29.6% of the study population (55.3% males and 15.5%
females). Current smokers were relatively predominant in
the following groups in comparison with counterpart
groups: daily brushing less than twice (142/286; 49.7% vs
247/1028; 24.0%), BMI ≥ 25.0 (101/245; 41.2% vs 288/
1069; 26.9%) and current drinking (169/288; 58.7% vs
203/992; 20.5%).
Bivariate associations between tooth loss and decayed 
teeth, and study variables
The prevalence of tooth loss and decayed teeth was com-
pared using the study variables in Table 2. Smoking and
each variable, with the exception of gender and vitamin
intake, were associated with the prevalence of tooth loss
(P < 0.05). All variables including smoking were associ-
ated with the prevalence of decayed teeth (P < 0.05). Sub-
jects who had lost teeth were more frequently those with
decayed teeth than those without. Also, subjects with
decayed teeth were more likely to be those with lost teeth
than those without.
Prevalence of tooth loss by smoking status
Table 3 shows the prevalence of 1+ tooth loss by smoking
status among adults aged 20–39 years. Overall, 31.4% of
subjects had lost one or more teeth, and the mean tooth
loss was 0.6 ± 1.4 teeth. The distribution of subjects with
1–3 lost teeth, 4–6 and ≥7 was 27.2%, 3.2% and 1.0%,
respectively. The prevalence of tooth loss was similar in
males (31.8%) and females (31.1%). Tooth loss occurred
more frequently among current smokers (40.6%) than
former (23.1%) and non-smokers (27.9%) in the overall
population. A significant difference was observed among
smoking status groups (p < 0.0001). In both genders, sig-
nificant differences were detected among smoking status
groups (p = 0.0005 and 0.0022, in males and females,
respectively).
Table 2: Results from bivariate analyses of tooth loss and 
decayed teeth, and study variables
Study variables tooth loss decayed teeth
p-value† p-value‡
Smoking status 
(non vs. former or current)
0.0002 < 0.0001
Gender (females vs males) 0.7843 < 0.0001
Frequency of brushing 
(≥ 2 times vs. < 2 times)
0.0390 0.0001
Body mass index (< 25.0 vs. ≥ 25.0) 0.0012 < 0.0001
Alcohol consumption 
(never vs. former or current)
0.0084 < 0.0001
Intake of vitamin C 
(≥ 100 mg vs. < 100 mg)
0.5403 0.0037
Intake of vitamin E*
(≥ 10/8 mg vs. < 10/8 mg)
0.4472 0.0273
Tooth loss (1+ vs. 0) - < 0.0001
Decayed teeth (1+ vs. 0) < 0.0001 -
*10 mg for males and 8 mg for females
† differences in prevalence of 1+ tooth loss
‡ differences in prevalence of 1+ decayed teeth
Table 1: Number of subjects according to smoking status by 
study variables
Smoking status
Variables Total Non- Former Current
Gender
males 465 170 38 257
females 849 677 40 132
Frequency of daily brushing
more than twice 1028 718 63 247
less than twice 286 129 15 142
BMI
< 25.0 1069 717 64 288
≥25.0 245 130 14 101
Alcohol consumption
never 992 744 45 203
former 34 10 7 17
current 288 93 26 169
Vitamin C intake
≥100 mg 596 403 33 160
< 100 mg 718 444 45 229
Vitamin E intake*
≥10 or 8 mg 671 451 37 183
< 10 or 8 mg 643 396 41 206
All 1314 847 78 389
*10 mg for males and 8 mg for femalesBMC Public Health 2007, 7:313 http://www.biomedcentral.com/1471-2458/7/313
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Association between cigarette smoking and prevalence of 
tooth loss
Adjusted ORs for the prevalence of tooth loss are pre-
sented in Table 4. Current smoking was significantly cor-
related with tooth loss in males (OR = 2.21, 95% CI;
1.40–3.50) and females (OR = 1.70, 95% CI; 1.13–2.55),
following consideration of possible confounding factors.
However, the association with tooth loss was not signifi-
cant with respect to former smoking. BMI and the fre-
quency of daily brushing were significantly associated
with the prevalence of 1+ tooth loss in females.
Exposure-related relationship between cigarette smoking 
and prevalence of tooth loss
An exposure-related relationship was demonstrated
among non- and current smokers, stratified by gender in
Table 5. The prevalence of 1+ tooth loss and adjusted OR
increased with lifetime exposure in both genders. Current
smoking with a Brinkman Index of ≥200 was significantly
associated with an increased prevalence of 1+ tooth loss.
A significant positive exposure-related relationship
between cigarette smoking status and tooth loss was
observed (P for trend < 0.0001 and 0.0004 in males and
females, respectively).
Association between cigarette smoking and prevalence of 
decayed teeth
Based on the finding that the prevalence of 1+ tooth loss
between current and non-smokers clearly differed in
adults aged 20–39 years, the following analyses were fur-
ther performed in terms of caries, because caries is a major
reason for tooth extraction in the age group. Only decayed
teeth were considered as the dependent variable due to
the high prevalence of filled teeth (96.7%). Prevalence
and adjusted ORs and 95% CIs for decayed teeth among
adults aged 20–39 years are presented in Table 6. The
association between smoking and decayed teeth was sig-
nificant in both genders. Adjusted ORs were 1.87(95% CI;
1.24–2.84), 1.56(95% CI; 1.04–2.33), and 1.67(95% CI;
1.28–2.20), in males, females, and overall, respectively.
Discussion
In the present study, a significant association between cur-
rent smoking and tooth loss prevalence was demonstrated
among young adults aged 20–39 years in Japan. Follow-
Table 4: Adjusted odds ratio (OR) and 95% confidence interval (CI) for prevalence of tooth loss
Males Females
Study variable Criteria Adjusted OR (95% CI) P value Adjusted OR (95% CI) P value
Smoking status Non- 1.00 (Reference) 1.00 (Reference)
Former 1.25† (0.55–2.86) 0.5971 0.52† (0.23–1.18) 0.1197
Current 2.21† (1.40–3.50) 0.0007 1.70† (1.13–2.55) 0.0111
Frequency of brushing ≥2 times 1.00 (Reference) 1.00 (Reference)
< 2 times 0.97 (0.64–1.48) 0.8945 1.59 (1.03–2.44) 0.0350
Body mass index < 25.0 1.00 (Reference) 1.00 (Reference)
≥25.0 1.28 (0.83–1.96) 0.2640 2.00 (1.31–3.04) 0.0013
Alcohol consumption Never 1.00 (Reference) 1.00 (Reference)
Former 1.05 (0.34–3.30) 0.9287 1.95 (0.75–5.06) 0.1685
Current 1.17 (0.77–1.78) 0.4565 1.48 (0.90–2.44) 0.1205
Intake of Vitamin C ≥100 mg 1.00 (Reference) 1.00 (Reference)
< 100 mg 1.01 (0.67–1.53) 0.9559 0.81 (0.59–1.11) 0.1899
Intake of Vitamin E* ≥10/8 mg 1.00 (Reference) 1.00 (Reference)
< 10/8 mg 1.16 (0.77–1.76) 0.4756 1.10 (0.81–1.50) 0.5398
*10 mg for males and 8 mg for females
†Adjusting for frequency of brushing, body mass index, alcohol consumption, intake of Vitamin C and E
Table 3: Comparison of prevalence (%) of 1+ tooth loss by smoking status
Smoking status
Total Non- Former Current P value
Males 31.8 (148/465) 21.8 (37/170) 26.3 (10/38) 39.3 (101/257) 0.0005
Females 31.1 (264/849) 29.4 (199/677) 20.0 (8/40) 43.2 (57/132) 0.0022
Overall 31.4 (412/1314) 27.9 (236/847) 23.1 (18/78) 40.6 (158/389) <0.0001BMC Public Health 2007, 7:313 http://www.biomedcentral.com/1471-2458/7/313
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ing adjustment for confounding factors, the odds of 1+
tooth loss was approximately 2 times greater in current
smokers than non-smokers. Furthermore, a dose-response
relationship with lifetime exposure to cigarette smoking
was evident. Smokers are likely to show unhealthy behav-
ior and a negative attitude towards general health [13]. In
the present study, after adjusting for behavioral and life-
style factors, the relation of smoking to tooth loss was evi-
dent, consistent with the previous study [8]. Vitamin C
and E intake was not independently associated with tooth
loss. The effect of vitamin C and E intake on tooth loss, if
any, may be observed via periodontitis [14,15]. Caries is
the predominant reason for extraction in the study popu-
lation [12]. The design of the present study was cross-sec-
tional. The time sequence between smoking status and
tooth loss could not be assessed because the point in time
when the teeth were lost was not available; therefore, a
causal association between smoking and tooth loss
should not be assumed.
Few studies have suggested an association between smok-
ing and tooth loss in young adults [8-10]; however, the
population was not a nationally representative sample
and the analysis was based on self-reported tooth loss. In
the present study, 1314 samples throughout Japan were
analyzed, and the number of teeth was assessed by clinical
examination. The 1314 records consisted of 42% of those
subjects aged 20–39 years in the NNS. Participants of the
dental examination may be limited and biased. However,
this sample was similar to the NNS sample with respect to
smoking prevalence by sex and age (data not shown). Sev-
eral confounders were not controlled in the multivariate
models. Socio-economic status (SES) and dental service
use were not included in the surveys; consequently, this
parameter was not considered in the present investiga-
tion. In a cohort study of young New Zealanders, SES ine-
qualities in tooth loss appear to begin early in the life
course, and are modified by individuals' SES and dental
service use [16]. Few studies have examined the relation
between socioeconomic factors and smoking in the Japa-
nese population. Association of socioeconomic status
with smoking was reported in the recent article [17]; how-
ever, the effect of socioeconomic disadvantage on smok-
ing was controversial and much less than in other
industrialized counties in the 1990s [18-20]. No signifi-
cant difference was found in smoking prevalence by SES
Table 6: Prevalence and adjusted OR of decayed teeth
Smoking status Prevalence (%) of decayed teeth Adjusted OR† (95%CI) P value
Males Non- 37.1 (63/170) 1.00 (Reference)
Former 44.7 (17/38) 1.34 (0.64–2.80) 0.4362
Current 55.6 (143/257) 1.87 (1.24–2.84) 0.0030
Females Non- 33.1 (224/677) 1.00 (Reference)
Former 40.0 (16/40) 1.10 (0.56–2.19) 0.7780
Current 46.2 (61/132) 1.56 (1.04–2.33) 0.0308
Overall Non- 33.9 (287/847) 1.00 (Reference)
Former 42.3 (33/78) 1.25 (0.77–2.04) 0.3677
Current 52.4 (204/389) 1.67 (1.28–2.20) 0.0002
†Adjusting for frequency of brushing, body mass index, alcohol consumption, intake of Vitamin C and E
Table 5: Adjusted odds ratio (OR) and 95% confidence interval (CI) tooth loss by lifetime exposure to smoking
Lifetime exposure* Prevalence of 1 + tooth loss (%) Adjusted OR† (95%CI) P value
Males 0 21.8 (37/170) 1.00 (Reference)
1–199 26.9 (29/108) 1.34 (0.76–2.36) 0.3134
200–399 42.7 (41/96) 2.75 (1.57–4.83) 0.0004
400+ 58.5 (31/53) 5.17 (2.59–10.3) <0.0001
P for trend <0.0001
Females 0 29.4 (199/677) 1.00 (Reference)
1–199 36.2 (38/105) 1.31 (0.84–2.06) 0.2379
200+ 70.4 (19/27) 5.34 (2.24–12.7) 0.0002
P for trend 0.0004
*Brinkman Index
†Adjusting for frequency of brushing, body mass index, alcohol consumption, intake of Vitamin C and EBMC Public Health 2007, 7:313 http://www.biomedcentral.com/1471-2458/7/313
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and the frequency of dental check-ups among Japanese in
their twenties in 1997 [21]. The effect of these factors may
have been weak at the time when the surveys were con-
ducted, and in the study population.
A national survey in Japan reported that about 85% of
permanent tooth extractions were due to dental caries and
its sequela, and periodontal disease [12]. Caries-associ-
ated tooth loss increased in the late twenties and early
thirties in a birth cohort study of New Zealanders [22]. In
the study population, current smokers may loose teeth via
extraction due to dental caries rather than periodontal dis-
ease. Actually, no significant difference was observed in
the prevalence of periodontitis between current and non-
smokers in the same population [11]. Several hypothe-
sized mechanisms underlie the relationship between
active smoking and dental caries [23], e.g., impairment of
the immune system, alteration of the bacterial profile, and
salivary function. These observations may be associated
with an increase of endodontic diseases [24], which is also
a reason for extraction in young adulthood.
The association between active smoking and dental caries
is controversial [23]. Methodological considerations limit
interpretation of the findings of the aforementioned
investigations. In particular, many studies did not control
for potential confounding factors of these associations,
such as less effective dental hygiene and plaque removal
[25]. We found that the independent association between
cigarette smoking and the prevalence of decayed teeth fol-
lowing adjustment for behavioral factors including oral
hygiene practices. Biological and prospective epidemio-
logical studies are further required for assessments of the
effect of smoking on carious lesion formation.
Conclusion
The association between cigarette smoking and tooth loss
was evident among young adults throughout Japan. Due
to limitations of the available variables in the present
databases, further studies should be conducted to exam-
ine whether smoking is a true risk of premature tooth loss
in young adults by employing variables of caries experi-
ence and its confounders.
Competing interests
The author(s) declare that they have no competing inter-
ests.
Authors' contributions
MO performed the statistical analysis and drafted the
manuscript. TH conceived of the study, and participated
in its design and coordination and helped to draft the
manuscript. KT helped to draft the manuscript and ana-
lyze the data. HA participated in the design and coordina-
tion of the study. All authors read and approved the final
manuscript.
Acknowledgements
This study was supported by the Health and Labour Sciences Research 
Grants for Research on Cancer  Prevention and Health Services and Clini-
cal Cancer Research by the Ministry of Health, Labour and Welfare, Japan.
References
1. Steele JG, Sanders AE, Slade GD, Allen PF, Lahti S, Nuttall N, Spencer
AJ: How do age and tooth loss affect oral health impacts and
quality of life? A study comparing two national samples.  Com-
munity Dent Oral Epidemiol 2004, 32:107-14.
2. Hung HC, Colditz G, Joshipura KJ: The association between
tooth loss and the self-reported intake of selected CVD-
related nutrients and foods among US women.  Community
Dent Oral Epidemiol 2005, 33:167-173.
3. Taguchi A, Sanada M, Suei Y, Ohtsuka M, Lee K, Tanimoto K, Tsuda
M, Ohama K, Yoshizumi M, Higashi Y: Tooth loss is associated
with an increased risk of hypertension in postmenopausal
women.  Hypertension 2004, 43:1297-300.
4. Ragnarsson E, Eliasson ST, Olafsson SH: Tobacco smoking, a fac-
tor in tooth loss in Reykjavik, Iceland.  Scand J Dent Res 1992,
100:322-326.
5. Axelsson P, Paulander J, Lindhe J: Relationship between smoking
and dental status in 35-, 50-, 65-, and 75-year-old individuals.
J Clin Periodontol 1998, 25:297-305.
6. Klein BE, Klein R, Knudtson MD: Life-style correlates of tooth
loss in an adult Midwestern population.  J Public Health Dent
2004, 64:145-50.
7. Dietrich T, Maserejian NN, Joshipura KJ, Krall EA, Garcia RI:
Tobacco use and incidence of tooth loss among US male
health professionals.  J Dent Res 2007, 86:373-7.
8. Ylöstalo PV, Sakki TK, Laitinen J, Järvelin M-R, Knuuttila MLE: The
relation of tobacco smoking to tooth loss among young
adults.  Eur J Oral Sci 2004, 112:121-126.
9. Tanaka K, Miyake Y, Sasaki S, Ohya Y, Miyamoto S, Matsunaga I, Yosh-
ida T, Hirota Y, Oda H, Osaka Maternal and Child Health Study
Group: Active and passive smoking and tooth loss in Japanese
women: baseline data from the osaka maternal and child
health study.  Ann Epidemiol 2005, 15:358-364.
10. Susin C, Haas AN, Opermann RV, Albandar JM: Tooth loss in a
young population from south Brazil.  J Public Health Dent 2006,
66:110-115.
11. Ojima M, Hanioka T, Tanaka K, Inoshita E, Aoyama H: Relationship
between smoking status and periodontal conditions: findings
from national databases in Japan.  J Periodontal Res 2006,
41:573-579.
12. Aida J, Ando Y, Akhter R, Aoyama H, Masui M, Morita M: Reasons
for permanent tooth extractions in Japan.  J Epidemiol 2006,
16:214-219.
13. Revicki D, Sobal J, DeForge B: Smoking status and the practice
of other unhealthy behaviors.  Fam Med 1991, 23:361-364.
14. Nishida M, Grossi SG, Dunford RG: Dietary vitamin C and the
risk for periodontal disease.  J Periodontal 2000, 7:1215-1223.
15. Cohen ME, Meyer DM: Effect of dietary vitamin E supplemen-
tation and rotational stress on alveolar bone loss in rice rats.
Arch Oral Biol 1993, 38:601-606.
16. Thomson WM, Poulton R, Kruger E, Boyd D: Socio-economic and
behavioural risk factors for tooth loss from age 18 to 26
among participants in the Dunedin Multidisciplinary Health
and Development Study.  Caries Res 2000, 34:361-366.
17. Fukuda Y, Nakamura K, Takano T: Socioeconomic pattern of
smoking in Japan: income inequality and gender and age dif-
ferences.  Ann Epidemiol 2005, 15:365-72.
18. Nakamura Y, Sakata K, Kubo N, Akikawa Y, Nagai M, Yanagawa H:
Smoking habits and socioeconomic factors in Japan.  J Epide-
miol 1994, 4:157-161.
19. Anzai Y, Ohkubo T, Nishino Y, Tsuji I, Hisamichi S: Relationship
between health practices and education level in the rural
Japanese population.  J Epidemiol 2000, 10:149-156.
20. Martikainen P, Ishizaki M, Marmot MG, Nakagawa H, Kagamimori S:
Socioeconomic differences in behavioral and biological riskPublish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Public Health 2007, 7:313 http://www.biomedcentral.com/1471-2458/7/313
Page 7 of 7
(page number not for citation purposes)
factors: A comparison of a Japanese and an England cohort
of employed men.  Int J Epidemiol 2001, 30:833-38.
21. Tada A, Hanada N: Sexual differences in smoking behaviour
and dental caries experience in young adults.  Public Health
2002, 116:341-346.
22. Broadbent JM, Thomson WM, Poulton R: Progression of dental
caries and tooth loss between the third and fourth decades
of life: a birth cohort study.  Caries Res 2006, 40:459-465.
23. US Department of Health and Human Services: Dental diseases.  In
The Health Consequences of Smoking. A Report of the Surgeon General
Edited by: Samet JM, Norman LA, Wilbanks C. Washington DC: US
Department of Health and Human Services; 2004:732-766. 
24. Duncan HF, Pitt Ford TR: The potential association between
smoking and endodontic disease.  Int Endod J 2006, 39:843-854.
25. Andrews JA, Severson HH, Lichtenstein E, Gordon JS: Relationship
between tobacco use and self-reported oral hygiene habits.  J
Am Dent Assoc 1998, 129:313-320.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2458/7/313/pre
pub